Endoscopic thyroidectomy with bilateral axillo-breast approach (BABA) is a feasible method of thyroidectomy with good surgical outcome and excellent cosmetic result as compared with conventional open thyroidectomy in selective patients. Thus, endoscopic thyroidectomy is widely used in treatment of thyroid diseases. However, despite the many advantages, we sometimes encounter unexpected complication, such as neck stiffness caused by adhesion, change of sensory, seroma formation, and subcutaneous soft tissue implantation. Subcutaneous soft tissue implantation of thyroid tissue is a very rare complication of thyroid surgery. However, it is troublesome to both patient and doctor. We experienced a case of papillary thyroid carcinoma recurrence at anterior and antero-lateral subcutaneous area after endoscopic total thyroidectomy. Our case presented with a papillary thyroid carcinoma measuring 2.1 cm in size and showed thyroidal capsule invasion and extra-thyroidal extension on the permanent pathologic report. Therefore, we suggest that appropriate indications should be applied for an endoscopic thyroidectomy and efforts should be made to decrease tumor cell spillage in order to prevent tumor rupture, and for careful handling and protection of the extraction site.
INTRODUCTION
Herein we report a case of PTC recurrence which was encountered around the port insertion area and subcutaneous area after endoscopic thyroidectomy.
CASE REPORT
In October 2009, a 26-year old woman was referred to our breast-endocrine surgery center for the management journal.kates.or.kr We reviewed the specimen slide taken from previous hospital and confirmed PTC. The patient was anxious about an anterior neck scar and therefore an endoscopic total thyroidectomy was performed by bilateral axillobreast approach. (5) No complications occurred and the patient was discharged from hospital 3 days after surgery.
On the permanent pathologic report a right PTC with a tumor size of 2.1 cm with partial capsular invasion and extra-thyroidal extension was identified. However, the surgical margin of specimen was free from cancer cells.
After surgery the patient was exposed two times to low dose radioactive-iodine ablation (30mCi) and a thyroid stimulating hormone (TSH)-suppression treatment was
given.
In May 2010, a neck USG was conducted which revealed a 6 mm sized nodule in the medial border of the right sterno-cleido-mastoid (SCM) muscle and a 5 mm sized nodule in the anterior midline ( Fig. 2A, B, D) . Also a mildly hypermetabolic nodule seems to be present on the PET-CT ( metastases were confirmed on the permanent pathologic result. After the operation, the patient recovered well without complication, and there were no significances in the follow-up study. The serum TG was decreased. After excision of recurrent subcutaneous soft tissue nodules, we recommended low dose radioactive-iodine ablation (30mCi). However, the patient refused the radioactiveiodine ablation, so we decided to close follow up with USG, PET-CT and serum TG level.
In April 2011, three newly formed mildly hypermetabolic lesions in the skin and subcutaneous layer of medial and left sided neck were found on the PET-CT (Fig. 3A∼C,   G ) and the neck USG showed same suspicious lesions (Fig.   3D∼F ). Also the serum TG was mildly increased (Fig. 4) . So metastasis was suggested an USG-guided FNA was performed and PTC metastasis were revealed. These metastatic lesions were excised under local anesthesia through a small incision in the left lateral neck area without skin excision. The biopsy results showed these lesions were PTC metastasis on soft and skeletal tissue. No significances were found in follow-up study and serum TG was decreased after the operation (Fig. 4) . At present, the journal.kates.or.kr 
